A qualitative secondary analysis was undertaken to identify aspects of health care service quality in an intensive care unit from the perspective of surrogate decision makers (N = 19) who were making decisions for relatives at end of life. Directed content analysis was guided by the Donabedian model of health care quality. Nineteen participants averaged 59 years old and were over half female (53%) and patients' spouses (53%) and adult children (32%). Salient aspects of quality service included surrogate perceptions that clinicians conveyed honesty about the patient's condition and in an easily understandable way; staff were sensitive and responsive to emotions and practical needs; clinicians demonstrated a clear, confident understanding of the patient's condition; and support by clinicians was given for surrogates' choices. Surrogates also commented on the hospital and intensive care unit environment, including cleanliness, comfort, privacy, and noise level. Further research is needed to explore how decision-support strategies might include service quality concepts.
Keywords surrogate decision making, family members, intensive care unit, service quality Inpatient palliative care clinicians, such as physicians, nurses, and social workers, often support surrogate decision makers (SDMs) who make choices for decisionally incapacitated intensive care unit (ICU) patients at end of life. The SDM role can be extraordinarily stressful and oftentimes has negative mental health effects on that family member that last months to years after their relative's death (Cameron et al., 2016; Haines, Denehy, Skinner, Warrillow, & Berney, 2015; Wendler & Rid, 2011) . While varying globally and culturally, surrogates are generally expected to make high stakes decisions that require processing complex information about a patient's medical condition, prognosis, treatments, and tests, while simultaneously handling other family members' concerns, as well as dealing with their own distress at witnessing someone close to them in a life-threatening situation (Azoulay & Pochard, 2003; Berger, DeRenzo, & Schwartz, 2008; Meeker & Jezewski, 2005; Prendergast & Luce, 1997) . Several factors that have been found to make the decision-making process especially difficult for surrogates include surrogate characteristics, evaluating the patient's condition, family barriers, health care provider barriers, and process of care barriers (Limerick, 2007; Vig, Starks, Taylor, Hopley, & Fryer-Edwards, 2007; White, 2011) . One factor not included in this list that may affect surrogate decision making is the perception surrogates have of the service quality experienced during this challenging experience.
Service quality is a customer service concept in business administration and is defined as "an outcome of an evaluation process where the consumer compares individuals' expectations with the service they have received" (Grönroos, 1984, pp. 42-43) . A related concept, quality of care, has been examined previously in ICU contexts and has many resonances with palliative care principles, including "patient-and family-centered decisionmaking," "shared decision-making," "communication," "continuity of care," "respectful treatment," "emotional" and "practical support," "symptom management" and "comfort care," "spiritual support" (Bocharov & Kahn, 2012; Clarke et al., 2003; Curtis et al., 2011; Curtis et al., 2016; Gajic et al., 2008; Gries, Curtis, Wall, & Engelberg, 2008; Levin, Moreno, Silvester, & Kissane, 2010; McIntosh, Oppel, Mohr, & Meterko, 2017; Miller et al., 2015; National Consensus Project for Quality Palliative Care, 2018; White, Braddock, Bereknyei, & Curtis, 2007) . As has been noted by others, care quality is typically conceived as the perception a family member has of the quality of the patient's care (and not the family member's experiences of care and services directed at them; Higgins & Prigerson, 2013; Hudson et al., 2010) . While studies have shown how quality of care is associated with family satisfaction of care in the ICU (Gries et al., 2008; Johnson et al., 2014; Stapleton, Engelberg, Wenrich, Goss, & Curtis, 2006; White et al., 2007) , service quality as a patient and family-centered construct has yet to be explored within the context of the surrogate decision-making role.
Purpose
Given the lack of investigation in this area, we undertook a secondary analysis of qualitative data collected from a parent study that aimed to understand the psychological processes of surrogate decision making for individuals at end of life in an ICU (Dionne-Odom, Willis, Bakitas, Crandall, & Grace, 2015) . Our aim was to identify key aspects of service quality in the ICU from the perspective of surrogates making decisions for relatives or close friends at end of life.
Method

Study Design and Sample
This was a secondary analysis of de-identified qualitative data collected from a study to elicit the experiences of surrogate decision making for adults at end of life in an ICU. The study was approved by the Dartmouth and Boston College institutional review boards and informed consent was obtained from all participants. Consistent with guidelines for conducting secondary qualitative data analysis (Heaton, 2004; Hinds, Vogel, & Clarke-Steffen, 1997; Long-Sutehall, Sque, & Addington-Hall, 2011) , the study team, including the parent study principal investigator (J.N.D.-O.), reviewed the quality of the parent dataset to ensure fit and appropriateness for answering the new research question: What are the elements of service quality that are salient to surrogates during the process of making decisions for their relatives at end of life? All interviews in the parent study were conducted by the senior author (J.N.D.-O.). Each participant was asked about his or her experiences and interactions with the hospital and ICU environment and the staff and how these interactions affected personal decision-making processes; hence, these data elicited from these interviews exhibited the richness and depth appropriate for addressing the new research question.
Data Collection
Participants in the parent study were recruited between October 2012 and June 2013 from an academic tertiary medical center's general ICU located in the Northeastern United States. Participants were identified by ICU clinical resource coordinators and social workers and had to be >21 years of age and self-identifying as the primary SDM for an adult >21 dying in the ICU. Participants were approached for study participation approximately 8 weeks after patients' death and interviewed at their homes. Using a cognitive task analysis interviewing approach described in detail elsewhere (Crandall, Klein, & Hoffman, 2006; Dionne-Odom et al., 2015) , participants were first asked to describe the timeline of events that led up to their decisions for patients who were decisionally incapacitated. They were then asked to elaborate on their thoughts and feelings at different points in the timeline, including imagining how things might have gone differently if aspects of the situation had been different in some way. Interviews were digitally recorded and transcribed verbatim by a professional service.
Data Analysis
For this study, a directed content analysis was conducted by two analysts (S.G., Y.E.T.) aided by ATLAS.ti, Version 8 (Friese, 2017) . Directed content analysis occurs via coding, data reduction, and identification of themes that are adapted from an a priori framework (Graneheim & Lundman, 2004; Hsieh & Shannon, 2005) . Analysts first read through and became familiar with all transcripts to facilitate immersion. Following the steps of a directed approach to content analysis, the analysts employed a start-list of codes based on a well-established conceptual model used in studies of service quality, the Donabedian framework, to aid in initially reducing and organizing data. Of note, to prevent overfitting the qualitative data to an a priori model, this framework was employed as a data analytic tool for initial data reduction only. Donabedian's model articulates four levels at which service quality can be assessed: (a) practitioner performance (which is further divided into technical and interpersonal elements), (b) amenities of care, (c) judgment of care, and (4) care at the community level (Donabedian, 1988) .
For the purposes of this study, the focus was on the first three levels given their relevance to the research question. Table 1 shows the service quality elements that served as the start-list of codes for data analysis. Using this start-list of codes, two analysts independently coded all transcripts. Each analyst kept an audit trail consisting of memos that documented when codes needed to be modified, combined, or separated to better fit raw data and the surrogate decision-making context. After initial coding of all interviews, the analysts and the senior author (J.N.D.-O.), acting as an auditor, discussed all memos and the "fit" of the coding framework to the data. Agreement was reached on modifications that were needed to the coding framework to better represent data and relationships of codes in the context of surrogate decision making. All interviews were re-coded by both analysts and final themes were surmised through study team consensus.
Results
Surrogate and Patient Characteristics
The sample consisted of 19 participants who served as primary SDMs for 19 adult patients who died in an ICU ( Table 2 ). The mean age of SDMs was 59 ± 11 years (range = 38-76 years) and all were White (100%) and mostly widowed (~53%), female (~53%), having at least a college education (~36%), and either Protestant (~32%) or having no religious affiliation (~32%). Just over half of the patients were the SDMs' spouse (~53%) and a third were the SDMs' parent (~32%). Patients had a mean age of 67 ± 12.9 years (range = 33-85 years), ~47% were female, and 100% were White.
Aspects of Quality Health care Service
In the following, key aspects of service quality are presented as described by surrogates during their decision-making experience:
Clinicians conveyed honesty about the patient's condition in an easy-to-understand way. The majority of surrogates commented on practitioners' straightforward communication about their relatives' treatments and survival:
When I got here, they explained everything . . . , they said this is what's going on, "there's no chance-him surviving another one," and then they said that if he did survive he'd be brain dead or a vegetable, or worse comes to worse; kept Communication about the patient's situation was described as "to the point," "straightforward," and not "beating around the bush." Perceiving such candidness in these assessments of the patient's situation appeared to help surrogates feel more confident in their decision making. As one surrogate described,
The surgeon himself came up and said, "You know. . . I can operate" he said, "because I can." "Do I want to?" He says, "I don't think it will help." He was, you know, honest. And he says, "And he could die on the Many SDMs also spoke about the ease or difficulty with which information was communicated. Several surrogates expressed that when there was complex information about the patient, providers made conscious attempts to make the information easy for them to understand.
. . . he [a medical student] did it all in medical lingo, and so that doctor turned around and goes, "Now" he says, "Let's have this conversation as if we don't know what these words mean." . . . the young man, came back and he explained it in like normal conversation, not hospital . . . it was neat the way the doctor had said, "Why don't we explain it now so we can understand it." (SDM 014)
Staff were sensitive and responsive to emotions and practical needs. Nearly all surrogates discussed the sensitivity (and sometimes the lack thereof) of clinicians to the experiences and emotions they were going through. Clinicians meeting this need were described as "compassionate" and "friendly," which helped surrogates feel "comfortable" and "at peace." As one surrogate succinctly reflected,
. . . one of the nurses looked over at me and she says, "You know something? You look like you need a hug." And she came around the gurney and put her arms around me, and again, grown men do cry. And I told her after, "Thank you very much because everything just went right through my feet into the floor." All my tension, all my frustration . . . they are in the right profession . . . They didn't hesitate on anything . . . when I needed something I came out and I got it right away. I didn't ask them for miracles or anything, I asked them for like a facecloth, or glass of water or something. And it was there. (SDM 002) As this quote shows, surrogates were also sensitive to the responsiveness of clinicians and staff to practical needs. Another participant commented, . . . It seemed like an eternity to get to a bathroom . . . it's not like I felt like I was at home, but . . . I was certainly made comfortable. I was offered coffee . . . one of the interns had come in and he said, "Would you like me to go and get you something for lunch?" . . . everybody made sure that they were constantly checking in . . . they made sure I that I had whatever I needed, and um, you know, they answered any questions that I had, and always, always made it clear that if I needed anything not to hesitate to ask for it . . . (SDM 014)
Surrogates were also very vocal about instances when they felt that clinicians and staff were not sensitive to what they and the patients were going through:
. . . saying the same thing, "He's dying here and won't be able to recover from the years of abuse, and the liver's gone and the kidneys are gone, and even though his lungs were healthy, they're starting to fill up with fluid." You know, all these things going around, and over and over again. I remember the . . . doctor, he kept saying, "Your brother is very, very, very sick." And, so, it was a theme that we heard and that was reiterated again in the conference room. And I appreciate that because it's a consequential decision and you want to-you don't want to be misinformed . .
. (SDM 015)
Surrogates felt supported by clinicians in the choices being made. Many participants spoke about feeling "satisfied" and "appreciative" when they felt that the decisions they were making were being supported by clinicians. One surrogate stated, ". . . they were there for us and they would accept any decision we made without judgement" (SDM 002). One surrogate spoke of how such acceptance was reassuring that they did not make a "bad" decision: ". . . the palliative care team that was in the room, you know, they certainly supported my decision . . . I didn't walk away feeling like I made a bad decision" (SDM 012). Another surrogate stated, ". . . they never made me feel uncomfortable [about the decision] . . . I was thinking, 'Well, they might think that I'm, you know, I'm a rotten daughter because I'm not keeping her alive.' . . . they never made me feel that way. . ." (SDM 014).
The hospital and ICU environment. Surrogates commented on the amenities of the hospital and ICU environment, including cleanliness, comfort, noise level, and privacy. Surrogates often described mixed positive and negative descriptions of the hospital environment. Some positive comments were, "Very well organized" (SDM 009) "It was very quiet, I mean I sat in his room and was able to read a book." (SDM 002) Alternatively, some surrogates described undesirable conditions: ". . . that week we spent in the waiting room . . . we had meals together and we slept on those uncomfortable chairs" (SDM 020) and ". . . they could have made them rooms bigger than they are . . . especially with all the stuff in there, the hard wood floors down there, I don't know if they mop them . . ." (SDM 023).
Discussion
Service quality is a business administration concept used to guide standards of customer service and professional behavior so that individuals' expectations are met for high-quality services and products (Grönroos, 1984; Hoffman & Bateson, 2011; Hung, Huang, & Chen, 2003, p. 327) . This concept was explored to capture the care and services directed at both the patient and the surrogate to expand beyond the typical patient-centered focus of quality of care measures and concepts (Higgins & Prigerson, 2013; Hudson et al., 2010) . To our knowledge of the literature, this is an unexplored concept in palliative care in the setting of surrogate decision making in the hospital and ICU setting. In this qualitative secondary analysis, we report aspects of service quality that SDMs found salient as they were making decisions for patients at end of life. These aspects included clinicians conveying honesty about the patient's condition in an easy-to-understand way; staff sensitivity and responsiveness to emotions and practical needs; clinicians demonstrating a clear, confident understanding of the patient's condition; support by clinicians for the choices being made by surrogates; and amenities of the hospital and ICU environment such as cleanliness, comfort, noise level, and privacy. These findings underscore strategies for intervening with surrogates that is complementary to some of the principles already stressed in palliative care, such as empathetic communication, tracking and responding to emotion, and the sensitive and straightforward delivery of prognostic information (National Consensus Project for Quality Palliative Care, 2018). Indeed, our parent study highlighted the central role that understanding the severity of the situation and distressing emotions play in how surrogates judge the acceptability of a patient's condition (Dionne-Odom et al., 2015) . Researchers have also identified a link between high-quality clinician-family communication and higher confidence among family members to act as surrogates and shorter durations of life support use among patients who died (Curtis et al., 2016; Lautrette et al., 2007; Majesko, Hong, Weissfeld, & White, 2012; White et al., 2018) . Furthermore, several trials involving support for surrogate decision making has emphasized these skills and shown indicators of improving the quality of surrogate decision making (Curtis et al., 2011; Curtis et al., 2016; White et al., 2018) . For example, a recent trial by White et al. (2018) tested a multicomponent family-support intervention (the PARTNER trial) that included enhanced emotional support to surrogates and daily, nursefacilitated clinician-family communication meetings and found that ratings of quality communication and patient-and family-centeredness were higher in the intervention versus usual care group. Moreover, the length of time in the ICU was shorter, and, as suggested by these authors, suggests that surrogates were more confident and decisive on choosing comfort measures for the patient in the context of dire serious illness (White et al., 2018) .
Some aspects of this study's findings have received less attention. One finding is the expressed support for surrogates and the choices that they had already made. In the psychology literature, the way one recounts and frames the facts and events leading to a decision long after it has already been made has been termed decision consolidation (Witt, Elwyn, Wood, & Brain, 2012) . To our knowledge, very little work has focused on postdecision processes and how to best support them. One notable exception by Barnato et al. (2017) was a pilot trial of a storytelling intervention for bereaved family members who had made life-sustaining treatment decisions for ICU patients at end of life where 94% of the participants reported feeling "better" or "much better" at 6 months. This suggests that postdecision support for surrogates may be a promising area for further intervention development.
Another service quality aspect not having received direct attention in the surrogate decision-making literature is the physical environment of the ICU and hospital, such as ambient noise level and physical layout. While there is a growing literature on ICU design and ergonomics (Halpern, 2014; Rashid, 2014) , few studies have focused on patient outcomes (Johansson et al., 2018) and none on family outcomes. Surrogates in this analysis often mentioned frustrations with the physical layout of the ICU, the uncomfortable provisions for families, and the noise level. One might conjecture that a more comfortable physical environment might promote better rest for the surrogate thereby enhancing their decision-making experience. Future research might explore whether enhancement of these ICU design features affects the surrogate decision-making experience.
There were several limitations in this study. First, our results need further examination in larger, more diverse samples (e.g., by race and geographic location) to have stronger generalizability. However, we believe this analysis was successful in generating directions for future research. Second, given this was a secondary analysis, it was not possible to probe participants further on experiences of service quality and how it affected decision making. Future studies should examine how service quality affects the surrogate's confidence in and satisfaction with their decision-making experience and how it affects their postdecisional regret and bereavement. Third, because the parent study did specifically focus on service quality, there have been aspects of this that impacted surrogates but which were not mentioned or noticed by surrogate participants. Admittedly, there are many unconscious psychological biases that affect decision making that may not be consciously recognized by surrogates as having affected their experience.
In conclusion, this secondary analysis of qualitative data from 19 surrogates found a number of service quality aspects that may affect how family members perform in the role of making decisions for patients at end of life in the ICU. These findings highlight intriguing questions about how the quality of services received in the ICU may impact the surrogate decision-making role and its outcomes. Further research is needed to explore how decisionsupport strategies led by palliative care services might include service quality concepts.
